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1  | INTRODUC TION

Pain is one of the most common symptoms in people with cancer, 
especially in the metastatic stage of the disease (Gress et al., 2020), 
which affects all aspects of a person's life (Haumann et al., 2017). 
Cancer pain reduces the quality of life by adverse impacts on emo-
tional states, cognitive function, daily activities of life and relation-
ship with family and other social networks (Gress et al., 2020; Russo 
& Sundaramurthi, 2019). It was reported that 51% of people with 
cancer experienced pain and 40% of those rated their pain moder-
ate to severe (Van Den Beuken- Van et al., 2016). According to the 
2020 World Cancer Report, the numerous advances in cancer treat-
ment are associated with increased survival in people with cancer 

and therefore the increased chronic pain of cancer in survivors 
(Wild CP, 2020).

Although cancer may be considered an end- of- life disease, the 
right to a healthy and pain- free life should not be denied for people 
with cancer and every effort must be made to prevent their suffering 
(Wang et al., 2019). In other words, effective pain management could 
provide sufficient comfort and better function for each people with 
cancer (Nersesyan & Slavin, 2007). The care providers could use a 
variety of methods to reduce the pain of patients (Amenorpe, 2017). 
In 90% of people with cancer, pain can be relieved with effective 
pain management (Lou & Shang, 2017). Pain management is the re-
duction or control of pain by health professional services such as 
pain assessment, pain treatment, health education and psychological 
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Aim: The aim of this study was to explore the barriers to effective pain management 
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3) patients’ low knowledge of pain self- management methods and 4) neglected pain 
management. Barriers to pain management are multidimensional in nature consist-
ing of patients, healthcare providers and system components. Therefore, attempts 
should be focused on the education of patients and healthcare providers about pain 
management and eliminating the shortcomings of the healthcare system.
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care (Lou & Shang, 2017). As the disease progresses and treatments 
become ineffective, pain management becomes the main goal, and 
in the final stages of the disease, it is the main focus of the care pro-
vided to the patient (Kelley et al., 2013).

1.1 | Background

A study showed that pain is not treated in about one- third of people 
with cancer in spite of the increase in awareness of cancer- related 
pain in the literature (Haumann et al., 2017). Also despite advances 
in technology and the global use of potent opioids and other pain 
control drugs, 50%– 80% of dying patients experience moderate to 
severe pain in their final weeks in hospital (Barkwell, 2005). Findings 
of a study in Iran also showed that even with the use of painkillers in 
people with cancer, they still suffer from pain and hence their pain 
should be managed properly (Salehifar et al., 2017).

Although cancer pain is a long- standing problem (Erol et al., 2018), its 
effective management in people with cancer is still a major challenge for 
patients and their families and needs more attention and evaluation by 
the healthcare providers (Dabbous et al., 2017; Erol et al., 2018). Thinh 
et al. found that despite the availability of cancer pain management 
guidelines and effective analgesics, a significant number of people with 
cancer reported inadequate pain treatment which consequently affects 
their quality of life and sleep (Thinh et al., 2018). It is clear that healthcare 
providers need to be aware of barriers to pain management to plan ef-
fective educational programs and supportive services for improving the 
quality of life of patients and their families (Ovayolu et al., 2015).

Because all aspects of the pain experience, including pain percep-
tion, pain manifestation and pain treatment, occur in the socio- cultural 
context, identifying barriers to pain management in this context 
is important for the effective treatment of cancer pain (Prastika 
et al., 2018). The objective of the present study was to explore the 
barriers to effective pain management in Iranian people with cancer. 
The findings of this study can provide in- depth information for nurses 
and physicians on effective pain management of people with cancer.

2  | METHODS

2.1 | Design

The present research was a qualitative descriptive study conducted 
in 2020– 2021 to explain the barriers to pain management in Iranian 
people with cancer. In this research approach, the phenomenon of 
interest is qualitatively described to acquire information about pa-
tient experiences and deal with important questions.

2.2 | Setting and Participants

Participants were selected by purposive sampling method from 
patients referred to an oncology hospital, north- western Iran. The 

hospital is the largest oncology centre in the region. A total of 14 
patients aged 18 years and older were participated in the study after 
meeting inclusion criteria. All participants were informed of their 
diagnosis, experienced cancer- related pain and undergoing chemo-
therapy, radiotherapy or surgery. They were able to understand and 
speak Persian or Turkish and expressed their informed and written 
consent. The samples were selected purposefully with maximum 
variety to provide a more comprehensive description of barriers to 
pain management. Sampling was continued until data saturation was 
reached. This means that in the interviews, new data were not pro-
vided by the participants. The demographic and disease characteris-
tics of the participants are presented in Table 1.

2.3 | Data collection

Data were collected by semi- structured interviews which typically 
lasted 40– 60 min. The interviews were conducted in a quiet room 
where the participants felt comfortable and their privacy was ensured. 
Participants were asked to describe their opinions, attitudes, beliefs 
and experiences about the factors that could impede effective cancer 
pain relief. The researcher began the interview with a broad question, 
followed by exploratory questions, and then, as the data collection 
and analysis progressed, more focus was placed on the questions, 
which were answered and determined by the participants’ answers.

TA B L E  1   Demographic and disease characteristics of people 
with cancer

Characteristics Mean± SD N (%)

Age, years 40.2 ± 8.7

Gender, female 8(57.2)

Working status

Housewife 6(42.8)

Working 8(57.2)

Marital status, married 12(85.7)

Education level

Illiterate 4(28.5)

Primary school 3(21.5)

High school 4(28.5)

University 3(21.5)

Diagnosis period, years 2.64 (±1.21)

Clinical diagnosis

Colon cancer 2(14.3)

Breast cancer 3(21.4)

Gastric cancer 1(7.2)

Lymphoma 3(21.4)

Lung cancer 2(14.3)

AML 3(21.4)

Disease status, metastatic 11(78.6)

NRS 8.21(1.25)
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The interviews were recorded by a digital tape recorder. 
This study was approved by the ethics committee (IR.TBZMED.
REC.1399.147). Before each interview, the participants were given 
information about the objectives of the study, the method of inter-
view, the right to participate in the study and the confidentiality of 
information. Informed consent was obtained from the participants 
before the interview.

2.4 | Data analysis

Data analysis was performed simultaneously with data collection using 
qualitative content analysis by Graneheim and Lundman's method 
(Graneheim & Lundman, 2004). At the end of each session, the recorded 
interviews were transcribed verbatim and then analysed. In order to be 
immersed in the data, the text of each interview was read and reread 
multiple times and broken down into semantic units and then to the 
smallest meaningful units. The extracted codes were reviewed several 
times to be placed in categories and subcategories based on their se-
mantic similarity. The first author (SO) coded and analysed the inter-
views with the second author (HH). Agreements were then reached 
with other authors. Also, the researcher tried to prevent her ideas and 
assumptions from being included in the data analysis. Data manage-
ment and coding were performed with MAXQDA software.

2.5 | Trustworthiness

During the study, rigor criteria for qualitative research (Guba & 
Lincoln, 1989) were used as follows: the constant engagement of the 
researcher with the research subject, participants and data; allocat-
ing enough time to conduct interviews; constantly reviewing and 
comparing codes in terms of similarities and differences; re- checking 

the findings with participants; providing detailed data analysis and 
deep and rich descriptions of the research for readers; and using the 
corrective opinions of the research team members about the inter-
view process, its analysis and the extracted data.

3  | RESULTS

Fourteen people with cancer with a mean age of 40 years partici-
pated in this study. Eleven of those patients were in the metastatic 
phase of their disease. The mean pain intensity level of patients was 
8.21 based on a numerical rating scale (NRS) (Table 1).

Table 1: Demographic and disease characteristics of people with 
cancer.

During the data analysis, four main categories emerged in rela-
tion to barriers to pain management from the perspective of people 
with cancer. Categories included accepting and enduring divine pain, 
negative attitudes towards effectiveness of analgesics, patients’ 
low knowledge of pain self- management methods and neglected 
pain management. Each of these categories includes subcategories, 
which are summarized in Figure 1.

Barrier 1: Accepting and enduring divine pain
The divine origin of pain was the meaning that patients at-

tributed to the cancer pain. Religious beliefs such as the concept of 
God's will and interpretations of the causalities of health issues were 
dominant among patients. They believed that illness and pain were 
God's will and hence they cannot control it. According to this belief, 
the pain was an opportunity for patients to be cleansed of the sins 
committed in their lifetime. Such beliefs of patients about pain are 
the main barrier that leads to little or no motivation to implement 
pain management and hence to endure the pain. This category in-
cluded two subcategories entitled the pain as God's wisdom and the 
pain as God's punishment.

F I G U R E  1   Barriers to cancer pain 
management from the perspective of 
patients

Barriers to pain 
management

Accepting and enduring 
divine pain

The pain as God's wisdom 

The pain as God's punishment

Negative attitudes 
toward effectiveness of 

analgesics

Fear of addiction and dependence to 
medication

Unpleasant side effects of analgesics

Low satisfaction with the effectiveness of 
analgesics in controlling pain

Patients' low knowledge 
of pain self-

management methods

Low knowledge of patients on 
pharmacological and non-pharmacological 

methods of pain management

Low confidence of patients in the accuracy of 
pain self-management methods

Neglected pain 
management

Healthcare provider as a barrier

Institutional barriers
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3.1 | The pain as God's wisdom

Since all participants in the study were Muslim, they described the 
pain in terms such as God's blessing, God's expediency and God's 
destiny. They believed that pain is one of the blessings of God.

"This pain is given by God and he considered pain ex-
pedient. It must be endured. The action of God can-
not be stopped" (P1).

"I have been a believer for a long time. Even now, I 
call on God hundreds of times a day. I know that pain 
is the destiny of God. Even now, I rely only on God. I 
only hope God makes me better"(P10).

3.2 | The pain as God's punishment

Some participants also considered pain as God's punishment and 
wrath and expressed it as atonement for sins. Hence, they believed 
that they should bear their pain and adopt Stoicism.

"I only ask God to heal me. I will get better only by the 
favor of God. I call on God every day. Only he can heal 
me and save me from this torment." (P6).

"I feel that God is angry with me. He wants to retal-
iate his anger on me and make me sick. Because we 
believe that sickness is the atonement for sins." (P4).

Barrier 2: Negative attitudes towards effectiveness of analgesics
Participants cited fear of addiction and dependence on medica-

tion, unpleasant side effects of analgesics and low satisfaction with 
the effectiveness of analgesics in controlling pain as attitudinal bar-
riers to cancer pain management.

3.3 | Fear of addiction and dependence 
on medication

Some patients were concerned that relieving pain with medications 
would lead to long- term addiction. They believed that pain medi-
cations, especially opioids, were dangerous and expressed their 
negative attitude towards medication. Therefore, they avoided 
consuming those medications until the pain became severe and 
unbearable.

"Sometimes I used opioids when my pain was so 
severe. It reduced my pain. But for fear of becom-
ing addicted to these drugs and addiction, I did not 
want to take too much. I was very scared to get ad-
dicted." (P8).

3.4 | Unpleasant side effects of analgesics

Patients talked about the side effects of analgesics such as nausea, 
constipation, loss of control and decreased level of consciousness 
which sometimes occurred with medications. They stated that they 
refused to take analgesics for fear of side effects.

"When I take analgesics, my stomach seems to swell 
and wants to explode. I have severe constipation that 
I prefer not to take analgesics." (P12).

"When I want to take analgesics, I get wet with sweat 
and feel bad. My head is confused and it seems that I 
am not in myself at all to the extent that I cannot pray 
and I have hallucinations. That's why I didn't use them 
anymore." (P7).

3.5 | Low satisfaction with the effectiveness of 
analgesics in controlling pain

Participants reported that analgesics were less effective in achieving 
pain relief and they were less satisfied with the effects of prescribed 
analgesics. For this reason, they avoided taking these drugs.

"Analgesics have less effect. They are not more effec-
tive for pain. My pain still persists." (P5).

"I use different decoctions for my pain at home. Their 
effects are better than medications. I like the decoc-
tion very much." (P3).

Barrier 3: Patients’ low knowledge of pain self- management 
methods

Participants stated that they had little knowledge on the meth-
ods they could use at home to control their pain. They performed 
some methods for pain relief mainly based on trial and error, but not 
on scientific evidence.

3.6 | Low knowledge of patients on 
pharmacological and non- pharmacological methods of 
pain management

Our patients could not effectively control their pain and expressed their 
inability in reducing the pain. Insufficient knowledge on pharmacologi-
cal and non- pharmacological pain relief methods, such as the safe use 
of medications and distraction methods, was reported by most inter-
viewees as a barrier to pain management. Patients stated that they did 
not receive any related training from physicians or nurses. Healthcare 
providers (HCPs) not only provided very little information to patients 
and their families but also spent very little time advising them.
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"When I'm in pain, I do not know what to do. I cannot 
do anything. I wish my doctor and nurse would teach 
me a little bit about what to do when I am in pain." (P5).

"Many patients are not told what to do when they are 
in pain. I have not seen doctors give specialized train-
ing to reduce pain. Nurses do not mention this either. 
I can say that the medical staff talks about all the com-
plications of cancer except pain." (P4).

3.7 | Low confidence of patients in the accuracy of 
pain self- management methods

The knowledge of our patients on pain self- management methods 
was low, and they used all possible methods to relieve pain based 
on their previous experiences, guidance from others and unreliable 
sources. Patients reported the use of herbs, traditional and home 
remedies for pain control. However, patients were not sure about 
the effectiveness and accuracy of these methods and performed 
mostly based on trial and error. They reported that their knowledge 
of the adverse effects of alternative methods on the trend of their 
disease or drug interactions was low.

"I had a plant in the house. I got it from the herb shop. 
I do not know what its name is. My mother told me that 
in the past we used this plant. I pound this plant and heat 
it a little and put it on my chest. It made my pain a little 
less. I do not know whether it is effective or not." (P5).

"I tried many methods at home for pain relief. I really 
did not know what to do. I tried these myself." (P8).

Barrier 4: Neglected pain management
Some participants agreed that their healthcare providers cannot 

properly manage their pain. They also identified some organizational 
factors as the most important barriers to effective pain management.

3.8 | Healthcare provider as a barrier

Some patients reported HCPs as a barrier to effective pain manage-
ment. Low prescription of analgesics and advising on pain tolerance, 
the lack of pain assessment by HCPs and the view that cancer equals 
pain were reported as significant barriers.

3.8.1 | Low prescription of analgesics and advising 
on pain tolerance

According to some patients, physicians refused to prescribe anal-
gesics for their patients and are afraid of prescribing medications, 
especially opioids. They reported that doctors encouraged patients 
to endure the pain.

"My doctor did not prescribe much analgesics. He told 
me you have to endure the pain. When I told the doc-
tor that I was in pain, he told me to endure the pain. 
Ever since I got this disease, I think there has not been 
a pain that I have not suffered." (P2).

"If my doctor prescribed a medicine for my pain, he 
would give me acetaminophen. I had to endure my 
pain myself. Because the doctor told me that analge-
sics are not good for you. Sometimes I had a lot of pain 
but I endure it." (P13).

"My doctor did not give me analgesics at all. I was con-
stantly in pain. My doctor told me to endure the pain, 
but do not take analgesics." (P12).

3.8.2 | The lack of pain assessment by HCPs

Participants stated that their healthcare providers did not properly 
assess their pain. According to patients, physicians focus more on 
the disease and its treatment and less on the evaluation of the pain. 
Therefore, the lack of pain assessment could result in a misunderstand-
ing of the patient's pain level that leads to poor pain management.

"I often tell my doctor that I am in pain. That is, de-
spite the fact that the doctor knows his patient is in 
pain, he does not talk to the patient about the pain 
at all and does not ask about the level of pain." (P14).

"I have often seen staff say that this patient (me) is 
always in pain and exaggerates in expressing pain and 
has become addicted to drugs. Or they told that when 
this patient comes to the hospital, he says that I am in 
pain. The patient's perception of pain is different from 
the staff's perception of pain." (P11).

3.8.3 | The view that cancer equals pain

Findings from participants’ opinions showed that some physicians 
and nurses equated cancer with pain. They believed that pain is 
a part of cancer and did not help patients to relieve their pain. 
In such a view, even the prescription of analgesics is limited by 
physicians.

"Doctors say cancer is like that. Pain is a part of can-
cer. Maybe because they consider the pain as the na-
ture of cancer, they often do not follow it at all." (P11).

Participant No. 2 recalled from his memory while hospitalized: 
"A patient was moaning in the ward. A new registered nurse said to other 
nurses: "what is this case?" The nurses told her this case is a stomach can-
cer at end- stage. She told, Ok, it is end- stage! Why is she moaning? Nurses 
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told her; doctors had told us the pain is a part of cancer." That participant 
continued: "Pain is accepted as a part of cancer. The pain has become so 
common for the staff that they equate cancer with pain. It is said that this 
is a normal process and should be painful."

3.9 | Institutional Barriers

Lack of sufficient analgesics in the wards and lack of patient refer-
ral system were reported by patients as the barriers to their pain 
management.

3.9.1 | Lack of sufficient analgesics in the wards

The findings showed that there were not enough analgesics, espe-
cially opioids, in the hospital wards and the patients waited a long 
time to receive medications. Therefore, patients had to endure se-
vere pain until the drug reaches the ward.

"I have been in pain for several hours. They say the 
medicine is coming now, it is coming now. I am in a 
lot of pain. Please order me to inject opioid as soon as 
possible. I only live with the opioid. "(P13).

3.9.2 | Lack of patient referral system

According to findings, some patients complained about the lack of 
inter- disciplinary collaboration between physicians and pain special-
ists. Participants stated that physicians did not refer them to clinics 
running by pain specialists. Many patients were even unaware of the 
existence of such clinics.

"I have not seen doctors refer patients to pain clinics. 
The rate of referrals is rare and close to zero. I have 
not seen any collaboration between our doctors and 
pain specialist. Referral of patients to the pain clinic is 
very rare." (P2).

"I used to take tramadol but the doctor stopped it and 
told me it was addictive. I myself got familiar with the 
pain clinic by a relative and went there. But the doctor 
at the pain clinic prescribed tramadol again." (P9).

4  | DISCUSSION

The overall aim of this study was to discover the barriers to pain 
management in people with cancer in Iran. Findings showed that ac-
ceptance and tolerance of divine pain, negative attitude towards the 
effectiveness of analgesics, low knowledge of patients about pain 

self- management methods and neglected pain management can af-
fect pain management in this population.

Accepting and enduring divine pain was the dominant religious 
belief of patients about the pain of cancer, with two subcategories 
of pain as God's wisdom and pain as God's punishment. The inter-
views showed that patients believed in God's pre- determination 
and attributed the pain to God's will. In this view, pain provides an 
opportunity to purify sins and receive greater rewards in the after-
life. Due to religious beliefs, the majority of patients would prefer to 
endure pain rather than to express it resulting in less motivation to 
follow medical advice. Adopting such a view of pain also prevents 
patients from expressing the pain and its effective treatment. In line 
with our results, Al- Ghabeesh et al. showed that people with cancer 
believed that they were not able to influence their disease in any 
way because of fatalistic beliefs (Al- Ghabeesh et al., 2020). Gerber 
et al. also noted that some patients and families were refused or de-
nied pain relief because of their religious, cultural or personal be-
liefs (Gerber et al., 2021). Cultural differences were also reported as 
barriers to pain management by Gunnarsdottir et al. (Gunnarsdottir 
et al., 2017). The findings of the present study showed how the cul-
tural context and the way of interpretation of pain by patients influ-
enced their pain management. Therefore, the awareness of HCPs 
about the impact of patients’ religious and cultural beliefs on their 
desire to receive palliative care influences pain management.

Negative attitudes towards the effectiveness of analgesics such 
as opioids were among the barriers highlighted by participants. The 
findings of this study showed that patients were concerned about 
opioid addiction and its side effects. The fear of addiction was 
listed as one of the most important barriers to pain management 
among Jordanian patients with cancer (Al- Ghabeesh et al., 2020). 
Yates et al. also found that the majority of patients stated addic-
tion to medication as a barrier and believed in a real risk of addic-
tion (Yates et al., 2002). Patients in the study of Mercadante et al. 
identified constipation, nausea, vomiting and a feeling of tiredness 
and lethargy as worrying side effects of analgesics and avoided tak-
ing the medication (Mercadante et al., 2021). Opioids side effects 
and fear of addiction have also highlighted as attitudinal barriers 
by participants of the previous studies (Konstantis & Exiara, 2018; 
Kwon, 2014). Participants in the study of Konstantis also cited 
low satisfaction with the effectiveness of analgesics in controlling 
pain as a factor in avoiding analgesics (Konstantis & Exiara, 2018; 
Michaelson Monaghan, 2019). The less effectiveness of opioids on 
pain control was reported as an attitudinal barrier by Yates et al. 
(Yates et al., 2002). Patients who have attitudinal barriers to pharma-
cological pain management use fewer analgesics than those who do 
not have. Consequently, these patients experience more pain, more 
pain- related interference in daily activities and more decreased qual-
ity of life (Gunnarsdottir et al., 2017). Suffering from severe pain and 
prolonged pain tolerance because of the negative attitude towards 
medication seems irrational belief that imposes irreversible conse-
quences for patients’ health. Patients’ attitudes can be improved by 
providing training on addiction prevention, side effects, timing and 
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dosage of analgesics. In a study, pain education for patients reduced 
the pain levels, increased treatment satisfaction and prevented pa-
tient barriers to pain management (Uysal, 2018). Therefore, oncol-
ogy nurses should play an active role in educating patients and their 
families about pain and its treatment.

Poor knowledge on pharmacological and non- pharmacological 
methods of pain management and low confidence in using these 
methods were serious barriers that participants expressed. There 
was considerable agreement among the participants on this issue. 
Analysis of interview data showed that patients have poor knowl-
edge and information about their disease and management of its 
symptoms, especially pain. The findings showed that patients were 
unaware of non- pharmacological treatments such as relaxation and 
mind distraction techniques, and cognitive- behavioural interven-
tions. Patients stated that they, unfortunately, did not receive any 
training on non- pharmacological treatments from HPCs and there-
fore preferred to seek required information from alternative sources 
such as the Internet or relatives. This could result in the improper 
use of various pharmacological and non- pharmacological methods 
for controlling the pain. On the other hand, according to patients, 
they are not sure about the accuracy of these methods and perform 
them based on trial and error. It means that there is a knowledge 
gap between HCPs and patients. It is clearly right to say that the 
negative attitude towards analgesics is caused by the lack of knowl-
edge in patients. Therefore, it needs a better interaction between 
HCPs and patients to provide proper information to them. Increasing 
knowledge about pain could establish a basis for forming a better 
attitude towards pain management in people with cancer (Lou & 
Shang, 2017). Most participants in the study of Al- Ghabeesh et al. 
also reported a deficit of knowledge on cancer care and pain man-
agement due to the lack of communication with HCPs (Al- Ghabeesh 
et al., 2020). Charalambous et al. found inadequate patient edu-
cation as a threat to patient safety, i.e. the use of opioid drugs by 
patients only based on their limited information is a threat to their 
safety (Charalambous et al., 2019). Poor knowledge of HCPs and 
patients on the application of pain relief strategies were reported 
as serious barriers in reducing pain (Nayak et al., 2018). A compre-
hensive review found that patient education programs could help to 
correct the misconceptions and hence reduce cancer pain slightly 
(Gress et al., 2020). Similarly, a booklet was effective in changing 
misconceptions about opioids (Gulati, 2021). Therefore, in the light 
of effective communication, nurses should be aware of all pain con-
trol methods used by patients to promote positive pain- relieving be-
haviours and coping skills in patients.

Neglected pain management was another important category 
that was extracted from the interviews with participants. From the 
participants’ point of view, HPCs were a barrier to pain management 
in people with cancer. Participants stated that some physicians were 
refuse to prescribe analgesics and opioids and advised patients to 
tolerate pain. Consistent with this finding, Onsongo showed that 
some physicians did not like prescribing analgesics and ignored re-
ports of patients’ pain (Onsongo, 2020). According to Gerber et al., 
nurses reported the refusal of some physicians to prescribe pain 

medication (Gerber et al., 2021). It is also reported that physicians 
fear the responsibility of prescribing opioid analgesics such as mor-
phine. The main reasons for the refusal of physicians could be the 
lack of awareness of the side effects of opioids or having misconcep-
tions about these drugs (Charalambous et al., 2019). Lack of experi-
ence and knowledge of physicians and nurses about pain treatment, 
the basic principles of pain control, side effects control, addiction 
and drug dosage could contribute to the avoidance of opioids and 
analgesics prescription (Uysal, 2018). Therefore, HCPs should be 
trained on pain management and treatment using opioids to increase 
the effects and the safe use of these medications.

The findings of the present study indicated that the pain of peo-
ple with cancer was not evaluated by HCPs. Physicians and nurses 
did not use standard tools for pain assessment and had a general 
judgment on the level of pain. This could lead to the misunder-
standing of the patient's pain level and thus insufficient pain relief. 
Pain assessment can form the basis of successful pain management 
(Gulati, 2021). The poor assessment of pain and refusal of physicians 
to prescribe opioids were reported as major challenges in managing 
cancer symptoms (Gerber et al., 2021; Kwon, 2014). Therefore, phy-
sicians and nurses should be trained on reliable pain assessment tools 
to kindly assess the pain of patients in an empathetic relationship.

Some HPCs believed that cancer equals pain and is a part of can-
cer. Such a view of physicians made them less sensitive to relieving pa-
tients’ pain. It is shown that poor knowledge, insufficient experience 
and common misconceptions of physicians and nurses about cancer 
pain are among the most significant challenges (Gulati, 2021). In con-
trast, a Chinese study showed that most physicians give almost equal 
priority to the treatment of cancer pain and cancer itself (Zhang et al., 
2015). Therefore, improving the knowledge and beliefs of the health 
profession scheduled right from the start of the university course 
could provide a basis for effective pain management (Gulati, 2021). 
The present study also emphasized the training programs for clini-
cians to provide detailed information on the nature of pain and to 
remember the need for assessing pain in people with cancer.

The lack of sufficient opioid analgesics in the wards and patient 
referral system were the institutional barriers reported by the par-
ticipants. Due to the lack of sufficient opioids, patients waited a 
long time to receive drugs and had to endure the pain. |Similarly, 
the lack of access to a wide range of analgesics and reduced access 
to essential drugs were among the barriers reported in the previous 
studies (Bruera & Paice, 2015; Kwon, 2014). Access to the cancer 
care centres because of their geographical location and health insur-
ance were reported by people with cancer as their main concerns. 
They also identified limited access to medications and other sup-
port services as barriers to pain management (Gerber et al., 2021). 
In developed countries, physicians have access to a wide range of 
opioids, while in the developed countries there are some limitations 
(Kwon, 2014). In Iran, as a developing country, pain management of 
people with cancer could be improved by providing easy access to a 
variety of health services.

The lack of multidisciplinary collaboration between physicians 
and pain specialists was distinguished as a remarkable gap by our 
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patients. Most of the patients were unaware of the existence of pain- 
relieving specialties and centres that provide professional services. 
In line with our findings, Kwon also identified institutional barriers 
as lack of collaboration between multiple healthcare providers, dif-
ficulty in accessing pain intervention services, lack of support from 
pain specialists and palliative care (Kwon, 2014). Improving collab-
oration between physicians and pain specialists could improve pain 
management in people with cancer (Gulati, 2021). A survey showed 
that most physicians do not refer patients to pain or palliative care 
specialists because of difficulty in accessing or scheduling appoint-
ments with these services (Kwon, 2014). With medical collaborative 
services, the pain of patients could be controlled in a shorter time 
and in a more effective way.

4.1 | Limitations

This study was performed during the COVID- 19 pandemic. Since 
people with cancer need more care against coronavirus, the re-
searcher had difficulties entering the oncology wards, having access 
to a variety of participants and extending the interview time. These 
limitations may affect the results of this study.

4.2 | Implications for practice

Patients’ religious beliefs about pain and the consequent negative 
impact on their pain management should be understood by medical 
staff, especially nurses. Nurses can educate people with cancer to 
increase the knowledge of patients and change their negative at-
titudes towards accurate pain management. It is necessary to train 
physicians and nurses to change their attitudes and correct their mis-
conceptions about the nature of patient's pain. They are advised to 
use standard tools to assess the pain of patients regularly. Physicians 
and nurses could provide consultation for people with cancer about 
the palliative care services.

5  | CONCLUSION

This qualitative study explored the experiences of people with can-
cer about the various barriers to pain management. According to the 
findings, barriers to pain management were explored as multidimen-
sional in nature comprising factors related to patients, healthcare 
providers and the system. Therefore, effective pain management 
requires a multidimensional approach and interdisciplinary inter-
ventions by collaborative teams. The religious beliefs of patients, 
their poor knowledge and negative attitudes towards controlling 
and managing cancer pain were identified as personnel barriers to 
pain management. The low willingness of physicians to prescribe 
analgesics and improper assessment of patients’ pain were barriers 
associated with healthcare providers that hampered the successful 

management of patient's pain. Patients also complained about the 
lack of opioid analgesics in the wards and the lack of patient referral 
systems as institutional barriers.
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